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EPLT-03
LAPAROSCOPY ASSISTED RIGHT SIDE
DONOR HEPATECTOMY
Young Seok Han, Dong Lak Choi and
Joo Dong Kim
Catholic University of Daegu School of Medicine, Korea
Introduction: Laparoscopic approach in liver resection
has rapidly increased and indications are gradually
expanding. However, pure laparoscopic right hepatec-
tomy in a living donor is questionable in safety and
reproducibility. Accordingly, laparoscopy-assisted hy-
drid donor hepatectomy was one of the alternative
method.
Method: We have performed a laparoscopic assisted
open liver resection through a short upper midline inci-
sion in younger donors. Right side mobilization and
the skeletonization of right hepatic glisson are com-
pleted by laparoscopic technique. After then, liver
parenchymal dissection and hepatic duct transection
are performed through the short midline incision
(about 10 cm).
Results: The operative times were longer than open
technique, but the operative blood loss and complica-
tion rate were comparable. The cosmetic effect of
donors was satisfactory.
Conclusions: Our technique may allow acceptable cos-
metic effect to donors and was safe and feasible in
right side donor hepatectomy.
EPLT-04
HOW TO OVERCOME THE LIMITED
SURGICAL FIELD UNDER UPPER MID-
LINE INCISION IN LIVING DONOR
HEPATECTOMY
Kwang-Woong Lee, Youngrok Choi, Suk-Won Suh,
Tae You, Jeong-Moo Lee, Jose Benjamin Navarro
Burgos, Angelica Garcia, Nam-Joon Yi and
Kyung-Suk Suh
Seoul National University Hospital, Korea
Introduction: Minimal incisional right hemi-hepatec-
tomy was introduced for young donor in living donor
liver transplantation. But, the limited surgical field gave
us difficulty to do operation. But, several techniques in
the right hepatectomy under mid-line incision enable us
to resect the liver more easily.
Method: This video started with upper mid-line skin
incision. As liver was retracted to the medial and infe-
rior direction tow with malleable retractors, coronary
and right triangular ligament were dissected. After
mobilization of the liver was finished. After hilar dis-
section was done, then hepatic artery and portal vein
isolated and held temporarily with clamps to make a
demarcation line for the resection plane. And gauze
inserted behind the right liver to move liver resection
plane toward the mid-line. Parenchymal dissection was
performed. Hepatic artery, portal vein resected and
right hepatic vein was divided with TA. As the graft
being extracted with grap of tip of the liver.
EPLT-05
LIVING DONOR RIGHT
HEPATECTOMY BY TOTALLY
LAPAROSCOPIC APPROACH
Choon Hyuck David Kwon, Jae Won Joh, Jong Man
Kim and Suk-Koo Lee
Samsung Medical Center, Sungkyunkwan University,
Korea
Introduction: Laparoscopic approach for hepatectomy
is known to reduce hospital stay, decrease morbidity,
improve cosmetic results and allow early return to nor-
mal life compared to open surgery. Living donors would
be the patient group who would benefit most from lapa-
roscopic approach but due to technical difficulties it has
not been performed much for right hepatectomy. The
author presents a video of one of the 6 living donor right
hepatectomy done by totally laparoscopic approach in
a highly specialized center in both living donor liver
transplantation and laparoscopic liver resection.
Method: The right hepatectomy was done as usual
manners using CUSA and bipolar electrocautery device
as in open surgery. The right hepatic artery and right
portal vein was isolated and left intact during the whole
procedure. When the bile duct was divided after a chol-
angiogram, the whole glissonean structure other than
the dissected artery and portal vein was left intact to
preserve the microcirculation around the biliary tree to
decrease possible bile duct complication in the recipi-
ent. Endo-TAE was used for the remnant side of the
portal vein and hepatic vein. The specimen was inserted
in a retrieval bag and retrieved through a Pfannentiel
incision and perfusion was done within 5 minutes of
warm ischemic time.
Results: The donor recovered without any complica-
tion and transfusion and was discharged on day 7. The
recipient recovered uneventfully.
Conclusions: Living donor right hepatectomy by totally
laparoscopic approach, although technically demand-
ing, may be done safely in centers specialized for both
living donor liver transplantation and laparoscopic liver
surgery. It may offer improved cosmetic outcome with
quicker return to normal life which needs special con-
siderations in donors.
EPLT-06
PNUYH METHOD OF LDLT
Chong-Woo Chu, Young-Mok Park, Kwang Ho Yang,
Je-Ho Ryu and Ki-Myung Moon
Pusan National University Yangsan Hospital, Korea
Right subcostal incision (25 cm) is applied in a donor.
Liver biopsy is performed. Right lobe is mobilized and
the right hepatic vein is identified. A JP drain is placed
for hanging maneuver. The right hepatic artery and
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portal vein are identified and clamped to visualize ana-
tomical demarcation line. And intra-operative ultra-
sound is used to identify the middle hepatic vein.
Parenchymal dissection is carried out with CUSA. The
middle hepatic vein braches are fully identified such as
V4a, V4b, V5, and V8. The right part of caudate is dis-
sected. When the right glissonean padicle is fully
exposed, intraoperative cholangiography is performed
with placing a radiomarker. The right hepatic duct is
cut at the optimal level and the remnant bile duct ori-
fice is repaired with half and half 6/0 continuous
suture. During harvest, V4a is usually sacrificed to get
the caudal middle hepatic vein trunk preserving right
lobe graft. The cranial part of middle hepatic vein is
kept in the left lobe and V8 is transected. The right
hepatic artery and portal vein are transected. And then
the right hepatic vein is cut. On the back table, V8 is
anastomosed to the ringed Goretex graft with end-to-
side fashion. The orifice of caudal middle hepatic vein
trunk is anastomosed to the artificial graft with end-to-
end fashion. Longitudinal slit incision is applied in the
recipient’s right hepatic vein and transverse incision is
applied posterior wall of the recipient’s right hepatic
vein. The graft right hepatic vein is anastomosed to the
enlarged recipient’s right hepatic vein. The artificial vessel
graft is anastomosed to the recipient’s middle hepatic vein
trunk. The portal vein is anastomosed end-to-end and
arterial reconstruction is performed with interrupted 8/0
sutures. The bile duct reconstruction is usually performed
with duct to duct fashion with internal stent.
EPLT-07
SURGICAL TIPS TO REDUCE RHV
ANGULATION : MAKING A LARGE
TRIANGULAR COMMON ORIFICE
BETWEEN RHV AND AN ARTIFICIAL
VESSEL GRAFT DRAINING V5 AND V8
Kyung-Suk Suh, Jeong-Moo Lee, Youngrok Choi,
Suk-Won Suh, Tae You, Jose Benjamin Navarro
Burgos, Angelica Garcia, Kwang-Woong Lee and
Nam-Joon Yi
Seoul National University Hospital, Korea
Introduction: Hepatic venous congestion in the anterior
section of a right liver graft can causes serious compli-
cations, such as sepsis, early graft dysfunction and even
mortality in living donor liver transplantation. To pre-
vent this congestion in the anterior section, we make a
large triangular common orifice between RHV and an
artificial vessel graft draining V5 and V8.
Method: Segment V hepatic vein (V5) was anastomo-
sed to the proximal end of an 6 mm-internal-diameter
expanded polytetrafluoroethylene (ePTFE) graft in an
end-to-end fashion with 6-0 prolene and the segment
VIII hepatic vein (V8) to the ePTFE graft in an end-to-
side fashion. The ePTFE graft draining both V8 and
V5 was anastomosed to the graft RHV to form a trian-
gular common orifice with 6-0 prolene. The newly cre-
ated septum between the graft RHV and the ePTFE
graft was vertically divided at the middle. The gap was
transversely sutured to remove the ridge and to create
a large opening.
The recipient RHV orifice was measured for the longitu-
dinal dimension and divided caudally to create a large
opening than the longitudinal dimension of the graft
RHV. The IVC was then divided horizontally for a dis-
tance corresponding to the transverse dimension of the
common orifice of the graft RHV and the ePTFE graft.
Cranial and caudal flaps were excised so that a large oval
opening was created matching that of the graft. The
anastomosis was completed with 4-0 prolene sutures.
EPLT-08
TRANSVERSE INCISIONAL DONOR
RIGHT HEPATECTOMY ASSISTED BY
LAPAROSCOPY
Kyung-Suk Suh, Jeong-Moo Lee, Youngrok Choi,
Suk-Won Suh, Tae You, Jose Benjamin Navarro
Burgos, Angelica Garcia, Kwang-Woong Lee and
Nam-Joon Yi
Seoul National University Hospital, Korea
Introduction: Living donor hepatectomy is now well
established surgical procedure. However, it leaves a
large scar in a donor’s abdomen. This makes some
donors and even surgeons reluctant to undergo the pro-
cedure.
Method: We performed the transverse incisional donor
right hepatectomy assisted by laparoscopy.
Results: After incision was made, laparoscopy was
introduced through main incisional wound. With
retraction of the liver to left side by assistant, the right
liver was mobilized by ultrasonic shears or sometimes
with cautery either by laparoscopic vision or sometimes
by direct vision. Small hepatic veins draining to retro-
hepatic IVC were divided with clips or by shears. After
finishing mobilization of the right liver Nelatone tube
was introduced between right hepatic vein and middle
hepatic vein. Hilar dissection, and parenchymal transec-
tion were performed under direct vision and middle
hepatic vein branches were preserved using hem-o-lock
clips. When deeper part of parenchyma was not seen
well, laparoscopy was reintroduced. After finishing
parenchymal dissection, division of hepatic artery and
right portal vein, the right hepatic vein is retracted
anteriorly with right angle clamp and TA was applied
and divided. The graft was extracted through the mini-
incisional site. On the back table, the MHV branches
were reconstructed using an artificial vascular graft.
Conclusions: Transverse incision for living donor hepa-
tectomy have many advantage as minimal invasive sur-
gery. Technique for securing fine operative filed and
surgical skill is a key of good result.
EPLT-09
LIVER PROPOSED FOR SPLITTING IN
A SITUATION OF MULTIPLE
VASCULAR ANOMALIES
Francesco D’amico, Riccardo Boetto, Michela Di
Giunta, Enrico Dalla Bona, Domenico Bassi,
Alessandro Vitale, Daniele Neri, Giacomo Zanus and
Umberto Cillo
HPB and Liver Transplant Unit Padova University,
Italy
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Introduction: This video evidenced all the step that the
donor equipe has faced during a procurment of a Liver
for transplant from a DBD donor, in consideration
that the liver was proposed for splitting.
Method: We will show the methods the surgical tec-
nique and the radiological findings during the harvest
that has obligate at the end the chief of the liver team
to abort the procedure of splitting and harvest the
whole liver, in consideration of the vascular anomalies.
Results: During the video we will show step by step all
the decision that the liver team has considered, in
accord with the team of the left segments, to go on
with the splitting and the solution adopted.
Conclusion: As reported in literature the arterial recon-
struction at the back table in a situation of vascular
anomalies for splitting, has a high incidence of throm-
bosis, in particular if associated with portal and supra
hepatic vein reconstruction or abnormal outflow.
EPLT-10
PEDIATRIC SPLIT LIVER
TRANSPLANTATION AFTER FOTAN-
PROCEDURE IN LEFT ISOMERISM
COMBINED WITH BILIARY ATRESIA
Jeong-Moo Lee, Nam-Joon Yi, Youngrok Choi, Suk-
Won Suh, Tae You, Jose Benjamin Navarro Burgos,
Angelica Garcia, Kwang-Woong Lee and Kyung-Suk
Suh
Seoul National University Hospital, Korea
Introduction: Left isomerism is subset of the heterotaxy
syndrome and a rare birth defect that involves the
heart and other organs. It can be combined with extra-
cardiac abnormalities, especially biliary atresia. These
anatomical variations are unfavorable and challenging
condition for liver transplantation surgeon.
Method: We performed split liver transplantation on a
patient who underwent Fontan procedure for left isom-
erism and Kasai operation for biliary atresia.
Results: The patient underwent Kasai operation at
2 month after birth. He underwent Fontan procedure
at 6 month because he had single atrium and single
ventricle. But hypoxia still remained after Fontan pro-
cedure and liver function was getting worse. O2 satura-
tion was 82% in the room air and bilirubin was
2.3 mg/dL. Finally on April 2013, he underwent split
liver transplantation with left lateral section. Recipient
liver was located under midline, stomach and spleen
were located right side of patient like situs inversus
totalis. He has 2 seperated suprahepatic IVC, these
IVC were connected to the PTFE graft for Fontan pro-
cedure. Split graft was located orthotropic left side of
recipient. Hepatic vein, portal vein, hepatic artery anas-
tomosis and hepatico-jejunostomy were performed in
regular sequence. After transplantation, vital sign is
stable, hypoxia and liver function are getting better. O2
saturation is 94% in the room air and bilirubin is
1.1 mg/dL.
Conclusions: Combined heart and liver transplantation
(CHLT) is a technically challenging procedure, Meticu-
lous preoperative planning was essential for the success-
ful outcome.
EPLT-11
TWO LEFT-LOBES DUAL LDLT WITH
RENO-PORTAL ANASTOMOSIS USING
Y SHAPE DACRON VASCULAR GRAFT
Sung-Gyu Lee, Deok Bok Moon, Shin Hwang, Ki Hun
Kim, Chul Soo Ahn, Tae Yong Ha, Gi Won Song,
Dong Hwan Jung and Gil Chun Park
Asan Medical Center, Ulsan University, Korea
Introduction: Particularly in living donor liver trans-
plantation (LDLT), adequate portal flow enables the
partial liver graft to regenerate rapidly and to satisfy
the recipient’s increased metabolic demands during
posttransplant period. When severe portal vein stenosis
or thrombosis with hepatofugal collateral vessels is
present due to advanced cirrhosis, conventional anasto-
mosis between portal veins of the donor and the recipi-
ent may provide inadequate portal flow to the liver
graft.
Method: Patients with phlebosclerotic PV obliteration
and large spleno-renal collaterl are not uncommon, and
this problem has been solved by renoportal anastomo-
sis, using an interposition graft of cadaveric iliac vein
or artery between left renal vein of the recipient and
the liver graft’s PV.
Results: Timely LDLT with reno-portal anastomosis
interposing cadaveric vessels are not always applicable
because of the extremely limited availability of fresh
cadaveric vessel grafts, particularl in countries where
deceased donor are scarce. However, an externally
ringed artificial vascular grafts (PTFE or Dacron) for
interposition conduit of reno-portal anastomosis has
been successfully used in our department.
Conclusions: I present here the video of; Two left-lobes
dual LDLT with reno-portal anastomosis using Y-
shape Dacron vascular graft.
EPLT-12
USE OF CHOLEDOCHAL VARIX AS
PORTAL INFLOW FOR PORTAL VEIN
OBSTRUCTION IN LIVING DONOR
LIVER TRANSPLANTATION
Sung Gyu Lee, Deok Bok Moon, Shin Hwang, Ki Hun
Kim, Chul Soo Ahn, Tae Yong Ha, Gi Won Song,
Dong Hwan Jung and Gil Chun Park
Asan Medical Center, Ulsan University, Korea
Introduction: Particularly in living donor liver trans-
plantation (LDLT), adequate portal flow enables the
partail liver graft to regenerate rapidly and to satisfy
the recipient’s increased metabolic demands during
posttransplant period. When severe portal vein stenosis
or thrombosis with hepatofugal collateral vessels is
present due to advanced cirrhosis, conventional anasto-
mosis between portal veins of the donor and the recipi-
ent may provide inadequate portal flow to the liver
graft.
Method: Various techniques have made liver transplan-
tation feasible, including thrombectomy, stent place-
ment in recipient PV, and interposition of venous
jumping graft between the graft PV and the recipient’s
superior mesenteric vein. These procedures, however,
© 2014 The Authors
HPB 2014, 16 (Suppl. 2), 731–734 HPB © 2014 Americas Hepato-Pancreato-Biliary Association
E-Poster (Self-learning) [Liver Transplantation] 733
cannot be performed when PV thrombosis has propa-
gated to the superior mesenteric vein.
Results: The obliterated PV and diffuse SMV thrombo-
sis, with large choledochal varix that is an unique hepa-
topetal portal inflow, a special type of PV thrombosis,
is rare and this technically challenging to restore PV
flow to the liver graft by the choledochal varix-graft/s
PV anastomosis.
Conclusions: I present here the video of “Alternative
portal flow reconstruction for portal vein obstruction
in living donor liver transplantation, use of choledochal
varix as portal flow’’.
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